The purpose of this study was to look at the changes in Posterior capsule opacification is a known cause of visual disability following cataract surgery. Nd:YAG laser capsulotomy is the standard treatment for this condition. Estimates of the number of patients requiring the procedure vary from 18.4% to 50% in patients followed for up to 5 years.
Posterior capsule opacification is a known cause of visual disability following cataract surgery. Nd:YAG laser capsulotomy is the standard treatment for this condition. Estimates of the number of patients requiring the procedure vary from 18.4% to 50% in patients followed for up to 5 years. 1 Complications of the procedure include intraocular lens damage, 2 intraocular pressure rise, 3 cystoid macular oedema 4 and retinal detachment; 5 it is therefore desirable to avoid unnecessary capsulotomies. Currently the success of a capsulotomy is judged by the improve ment in Snellen visual acuity after the procedure.
In patients with cataract, contrast sensitivity is known to be a better index of perceived visual disability than visual acuity. 6 The combination of glare testing with the Pelli-Robson contrast sensitiv- ity chart 7 has been shown to be useful in the assessment of patients with cataract. Those patients with denser or clinically significant cataracts had lower scores when glare was produced by shining a pen torch at the pupillary margin. s A comprehensive examination of disability glare tests including the Berkley glare test, and the Pelli-Robson and Regan charts used with a Brightness Acuity Tester showed that the tests provided measures of visual assessment in cataractous and non-cataractous patients that were similarly reliable, discriminative and valid. 9 Previous studies have looked at the change in visual acuity under glare conditions after laser capsulotomy. lO , l1 In this prospective study Snellen acuity and Pelli-Robson contrast sensitivity were compared under glare and non-glare conditions before and after capsulotomy to determine whether glare con ditions and contrast sensitivity testing are helpful in assessing the improvement in quality of vision after Nd:Y AG capsulotomy.
METHOD
Healthy patients with no other ocular disease who had undergone uncomplicated extracapsular cataract surgery with insertion of a posterior chamber implant were included in the study, which took place over a period of 4 months. Those who noticed a subjective post-operative drop in vision were examined by slit lamp biomicroscopy and, if posterior capsule opaci fication was present, Nd:Y AG laser capsulotomy was recommended.
The best corrected Snellen visual acuity and contrast sensitivity using the Pelli-Robson Letter Sensitivity Chart (Clement Clarke Int. Ltd) were recorded in standard lighting conditions and with glare. The glare came from a Mentor Brightness Acuity Tester (BAT) (Mentor 0&0 Inc.), which produces a predetermined, constant bright ambient light. The BAT was used on medium setting to represent glare 'from foliage on a sunny day'. Each patient read the Snellen and Pelli-Robson charts, which were in a room with the same illumination (90 cd/m) throughout the study, then each one held the BAT in front of his or her spectacles while reading the charts a second time. The pupils were dilated and capsulotomy was performed with a 'Lasag' Nd:YAG laser. Two weeks later the Snellen acuity and contrast sensitivity were measured as before, with and without the BAT glare source. The Snellen visual acuities measured before and after caps ulotomy were converted to decimal units (6/9 became 0.67). Then both visual acuities and contrast sensitivities were compared statistically using the paired t-test, to determine any difference 
DISCUSSION
The results show that on average patients' visual acuity improves under standard non-glare conditions after laser capsulotomy. However, they also demon strate that the improvement in visual acuity is greater under glare conditions. Some patients appear not to improve under either condition despite having posterior capsule thickening judged to be clinically significant. Looking at contrast sensitivity, most patients show an improvement in contrast sensitivity under non-glare conditions and all show an improve ment under glare conditions even when there has been no change in the visual acuity under either condition. Elliot et al. 6 showed that there is little correlation between subjective visual disability and monocular or binocular visual acuity measurements in patients with cataract. Binocular contrast sensitivity, however, correlated well with perceived visual disability. Their study also compared subjective visual disability with glare disability (the change in visual acuity or contrast sensitivity produced by glare). However, the glare source used was a BAT which can only be used monocularly. Not surprisingly there was poor correlation between the monocular glare disability scores, which were measured in the worse eye only, and the perceived visual disability scores. Adamsons' group looked at early cataract and showed that glare and contrast sensitivity measure ments are unrelated to visual acuity P Interestingly, the glare test scores, using sine-wave gratings and a Pelli-Robson chart, were lower in patients with posterior subcapsular lens opacities than in those with nuclear cataract. The Pelli-Robson chart is simple to use but provides a reliable measure of visual assessment in patients with cataracts and compares well with other letter-based charts such as the Regan and Berkley tests. 9 A simpler glare test using a pen torch and the Pelli-Robson chart has also been successfully used to assess patients with cataract. s Less work has been done on patients who have already had cataract extractions. Ninety-seven per cent of pseudophakic patients show an improvement in visual acuity when measured under glare condi tions, compared with 65% patients showing an improvement when visual acuity is measured under standard conditions. ll
In our study only 10 of 17 patients showed an increase in visual acuity under glare conditions; all 17 improved their contrast sensitivity scores under glare conditions. The difference between our results and those of Sunderraj et al. 11 may be due to (1) different glare sources or (2) patient selection. Sunderraj et al. used an Allergan Humphrey 570 autorefractor and we used a BAT. Also, while we observed a thickened posterior capsule at the slit lamp and recommended a laser capsulotomy, in Sunderraj's study the patients presented with complaints about glare. The average visual acuity of our patients pre-caps ulotomy was 0.425, whereas in Sunderraj's study it was better, at 0.56. In our study the patient did not need to complain of glare for a caps ulotomy to be performed.
The use of a Pelli-Robson chart combined with a glare source reveals a higher incidence of improved visual function after Nd:Y AG capsulotomy than does simply measuring standard Snellen visual acuity or visual acuity under glare conditions. When consider ing laser capsulotomy one should measure contrast sensitivity, preferably under glare conditions. If the score is poor then a caps ulotomy is indicated; if not, then one needs to look for other reasons for poor vision, such as macular disease.
